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Dengue Hemorrhagic Fever — U.S.-Mexico Border, 2005 


Dengue fever is a mosquito-transmitted disease caused 
by any of four closely related virus serotypes (DEN-1, 
DEN-2, DEN-3, and DEN-4) of the genus Flavivirus. 
Infection with one of these serotypes provides lifelong 
immunity to the infecting serotype only. Therefore, per- 
sons can acquire a second dengue infection from a different 
serotype, and second infections place them at greater risk 
for dengue hemorrhagic fever (DHF), the more severe form 
of the disease (/). DHF is characterized by bleeding mani- 
festations, thrombocytopenia,* and increased vascular per- 
meability that can lead to life-threatening shock (2). In 
south Texas, near the border with Mexico, sporadic, locally 
acquired outbreaks of dengue fever have been reported pre- 
viously; however, on the Texas side of the border, these out- 


breaks have not included recognized cases of locally acquired 


DHF in persons native to the area. In July 2005, a case of 


DHF was reported in a resident of Brownsville, Texas 
(Figure 1). In August 2005, health authorities in the neigh- 





*<100,000 platelets/mm?> 


FIGURE 1. Jurisdictions affected by dengue fever outbreak — 
Texas—Mexico border, 2005 
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boring state of Tamaulipas, Mexico, reported an ongoing 
dengue outbreak with 1,251 cases of dengue fever, includ- 
ing 223 cases (17.8%) of DHF. To characterize this den- 
gue outbreak, the Texas Department of State Health Services 
(TDSHS), Mexican health authorities, and CDC conducted 
a clinical and epidemiologic investigation. This report sum- 
marizes the results of that investigation, which determinee 
that the percentage of DHF cases associated with dengue 
fever outbreaks at the Texas-Tamaulipas border has increased. 
Health-care providers along the U.S. border with Mexico 
should be vigilant for DHF and familiar with its diagnosis 
and management to reduce the number of severe illnesses 


and deaths associated with outbreaks of dengue fever. 


Autochthonous DHF Case Report 


On June 24, 2005, a woman from Brownsville, Texas, 
had acute onset of fever, chills, headache, nausea, vomit- 
ing, abdominal pain, arthralgia, and myalgia. As a youth, 
the patient had resided across the border in the city of 
Matamoros in Tamaulipas, Mexico; however, she had been 
a Brownsville resident for 16 years with the exception of 1 
year in Houston, Texas. After she became ill, the woman 
crossed the border into Matamoros for the first time in 
approximately 2 months, where she visited a clinician and 
was given antibiotics. On June 28, the woman was hospital- 
ized in Matamoros with a diagnosis of probable dengue fever 
and urinary tract infection. During her 3-day hospitalization 
in Mexico, she had thrombocytopenia (62,000 platelets/mm?) 
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but no hemorrhagic manifestations; she was treated with 
fluids and antibiotics and discharged. 

On July 1, the woman reentered the United States and 
sought treatment for continued fever, chills, vomiting, and 
abdominal pain. She was admitted to a hospital in Brownsville, 
Texas, where her blood pressure was 94/70 mm Hg, and 
laboratory testing indicated proteinuria, hematuria, and a 
further decrease in platelet count (43,000/mm?). She was 
given antibiotics for suspected partially treated urinary 
tract infection and fluids for dehydration. During her hos- 
pital stay, the patient’s platelet count dropped to 39,000/ 
mm? and albumin to 2.9 g/100 mL; a fecal occult blood 
test was positive, and pleural effusion was noted on ultra- 
sound. Upon discharge on July 4, her platelet count had 
increased to 118,000/mm”°. The woman was discharged with 
a diagnosis of possible murine typhus or viral infection and 
instructions to take a course of doxycycline. 

Although the woman's clinical characteristics (i.e., acute 
fever, platelet count <« 100,000/mm?, evidence of bleeding 
(hematuria and fecal occult blood] and plasma leakage) were 
consistent with World Health Organization (WHO) crite 
ria for DHF (Box) (2), dengue was not diagnosed at the 


Brownsville hospital. Subsequently, results from a July 3 


BOX. World Health Organization case definition for dengue 
hemorrhagic fever 





The following must all be present: 
¢ Fever, or history of acute fever, lasting 2—7 days, 


occasionally biphasic. 


Hemorrhagic tendencies, evidenced by at least one of 
the following: 
— a positive tourniquet test; 
petechiae, ecchymoses, or purpura; 
— bleeding from the mucosa, gastrointestinal tract, 
injection sites, or other locations; 
— hematemesis or melena. 
¢ Thrombocytopenia (<100,000 platelets/mm”). 
Evidence of plasma leakage because of increased 
vascular permeability, manifested by at least one of 
the following: 
— an increase in the hematocrit >20% above aver 
age for age, sex, and population; 
a decrease in the hematocrit following volume 
replacement treatment >20% of baseline; 
— signs of plasma leakage such as pleural effusion, 
ascites, and hypoproteinemia. 





SOURCE: World Health Organization Dengue haemorrhagic fever 
diagnosis, treatment, prevention and control. 2nd ed. Geneva, Switzerland 
World Health Organization, 1997. Available at http://www.who.int/cst 
resources/publications/dengue/Denguepublication/en 
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serum sample from the woman obtained by the regional 
Texas Border Infectious Disease Surveillance (BIDS) project 
tested positive for dengue immunoglobulin M (IgM) by 
enzyme-linked immunosorbent assay (ELISA) and had an 
elevated titer of immunoglobulin G (IgG) antibodies to 
dengue fever (1:655,350); this was interpreted as indica- 
tive of a secondary dengue infection (/). 


Outbreak Investigation and Response 

Dengue fever case finding. On August 27, 2005, 
Tamaulipas State Health Services reported to TDSHS that 
an outbreak of dengue fever in the border state had grown 
to 1,251 cases that met the Mexico case definition (i.e., 
fever and at least two of the following symptoms: head- 
ache, myalgia, arthralgia, and rash). Using WHO criteria 
for DHF, Tamaulipas health authorities had classified 223 
(17.8%) of the cases as DHF, an increase in the percentage 
classified as DHF from 2000-2004, when 541 dengue 
fever cases were reported, including 20 cases (3.7%) classi- 
fied as DHE’ 

In October, investigators in Texas and Tamaulipas began 
conducting expanded outbreak case finding, including 
active surveillance in local hospitals, with laboratory test- 
ing encouraged for patients with undifferentiated fever as 
part of the BIDS project. In Cameron County, Texas, where 
Brownsville is the county seat, TDSHS identified 24 addi- 
tional cases of laboratory-confirmed dengue fever’, includ- 
ing two additional cases of locally transmitted dengue fever 
and 22 cases associated with travel to Mexico; the cases 
had been reported during August-November (Figure 2). 
The serotype most commonly associated with the outbreak 
was identified as DEN-2 (i.e., 27 of 28 viral isolates in 
Tamaulipas). Molecular analysis of isolates at CDC indi- 
cated that the circulating strain of DEN-2 was one previ- 
ously associated with DHF in the Americas region (4,5). 
Plotting reports of cases by week determined that the bor- 
der outbreak peaked in October and substantially subsided 
by December (Figure 2). 

DHF case finding. In December, investigators reviewed 
medical records of 129 patients who had been hospitalized 
and reported to public health authorities with both clini- 
cal and laboratory evidence of dengue fever, including 25 


persons treated at three Cameron County hospitals and 104 





Boletin Epidemiolgia [Spanish] México, D.F. Direccién General de Epidemiologia, 
2000-2006. Available at http://www.dgepi.salud.gob.mx/boletin/boletin.htm. 
’ Defined as the presence of anu-dengue IgM antibody, dengue viral identification 
by polymerase chain reaction, or virus isolation from a blood sample of a patient 
with clinically compatible symptoms. 


treated at three hospitals in Matamoros. Fifty-nine percent 


of the patients were female. Ages ranged from 30 to 76 
years (median 47.5 years) among the Cameron County cases 
and from 7 to 70 years (median 36.0 years) among the 
Matamoros cases. In addition to fever, 82% had myalgia, 
78% headache, 41% abdominal pain, 23% rash, and 19% 
had underlying chronic diseases. No fatalities were recorded. 
A total of 16 (64.0%) of the 25 dengue cases from Cameron 
County and 34 (32.7%) of the 104 cases from Matamoros 
met WHO criteria for DHF (Box). Eleven of the 50 DHF 
cases, including one from Cameron County, were classified 
as WHO grade III, or dengue shock syndrome, with early 
or mild evidence of hypotension or shock. The remaining 
39 DHF cases were classified as WHO grade II.$ 

Serosurveys. Because many dengue infections are asymp- 
tomatic, and most ill persons likely do not seek medical 
attention, investigators conducted serosurveys to assess the 
incidence of dengue infection in the populations of 
Matamoros and Brownsville. Serosurveys also enable esti- 
mation of the population susceptible to second dengue 
infections and DHF. For the serosurveys, a two-stage clus- 
ter design was used to obtain a representative sample of 
households from Brownsville and Matamoros (6). Thirty 
census tracts were selected systematically from each city 
after stratifying by income. Four households were selected 
from each census tract after mapping and selecting a ran- 
dom start point and random direction for sampling. 

At each participating household, all residents present and 
aged >5 years were asked to provide a blood sample and 
demographic information. Serum samples were tested for 
IgM and IgG antibodies to dengue virus by ELISA. The 
seroincidence of recent dengue infection was defined by 
IgM antibodies >0.2 optical density (OD). Seroprevalence 
was defined as the presence of IgG antibodies >1:40. Data 
were weighted to reflect probability of selection, taking into 
account the population and numbers of households per 
census tract and size of household. 

In Matamoros, 240 households were visited during 
December 5—10, and 143 (59.6%) had residents at home. 
Blood samples were obtained from 131 persons in 111 


homes. Of these samples, 30 were anti-dengue IgM posi- 





$ DHF is classified into four grades of severity; grades III and IV are considered to 
be dengue shock syndrome. Grade I: Fever accompanied by nonspecific 
constitutional symptoms; the only hemorrhagic manifestation is a positive 
tourniquet test and/or easy bruising. Grade II: Spontaneous bleeding in addition 
to the manifestations of Grade I patients, usually in the forms of skin or other 
hemorrhages. Grade III: Circulatory failure manifested by a rapid, weak pulse 
and narrowing of pulse pressure or hypotension, with the presence of cold, 
clammy skin and restlessness. Grade IV: Profound shock with undetectable 


blood pressure or pulse (2). 
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FIGURE 2. Number of cases of dengue fever, by week of report — City of 


Matamoros, Mexico,* and Cameron County, Texas,’ 2005 
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tive (weighted prevalence: 22.8%; 95% confidence inter- 
val [CI] 32.3%), and 101 were IgG positive 
64.7%-88.5%). In 
Brownsville, 346 households were visited during Decem- 


ber 12—15, and 161 (46.5%) had residents at home. Blood 


(weighted prevalence: 76.6%; Cl 


samples were obtained from 141 persons in 118 homes. 
Of these samples, four were anti-dengue IgM positive 
(weighted prevalence: 2.5%; CI = 0%-—5.4%) and 47 were 
IgG positive (weighted prevalence: 38.2%; CI = 26.7%- 
19.8%). Of 24 Brownsville participants with no history of 
travel outside the United States, six (25%) were seroposi- 
tive for IgM or IgG antibodies to dengue. 

Reported by: A Abell, PhD, B Smith, MD, M Fournier, MD, Texas Dept 
of State Health Svcs, Harlingen, Texas; T Betz, MD, L Gaul, PhD, Texas 
Dept of State Health Sucs, Austin, Texas; ]L Robles Lope z, MD, CA Carrillo 
MD Jurisdiccién Sanitaria No [Il de Matamoros, Matamoros, 
Tamaulipas; 4 Rodrigue: Trujillo, MD, Servicios de Salud de Tamaulipas, 
Ca. Victoria, Tamaulipas C Moya-Rabelly, MD, Mexico Section of the US 
Mexico Border Health Commission, Tijuana, Baja California; O Velasquez- 
Vionroy, MD, C Alvarez-Lucas, MD, Centro Nacional de Vigilancia 
Epide miologica ) Control de Enfermedades, Mexico, DF: P Kuri-Morales 
MD l Anaya Lopez, MD Direccion Gene ral de Epide miologia, Vexico, 
DE M Hayden, PhD, National Center for Atmospheric Research, Boulder, 
Colorado. E Zielinski-Gutierrez, DrPH, ] Muiioz, PhD, M Beatty, MD, 
| Sosa, Div of Vector-Borne Infectious Diseases, National Center for Zoonotic, 
Vector-Borne, and Enteric Diseases; S Wenzel, MPH, Career Development 
Div, Office of Workforce and Career Deve lopme nt; M Escobedo, MD, 


Detection, and Control of Infectious Diseases; 
M Ramos, MD, BK Kapella, MD, H Mohammed, 
PhD, R Taylor, PhD, ] Brunkard, PhD, EIS officers. 
Editorial Note: DHF incidence has 
increased in the Western Hemisphere in 
Latin America and the Caribbean dur- 
ing the past two decades (3). Over this 
period, the epidemiology of dengue in 
Mexico and Texas has changed. Since 


Serosurveys 


1995, when all four dengue serotypes 
conducted 


were identified as circulating in Mexico, 
an increasing percentage of reported den- 


gue cases in Mexico have been DHF (7). 


In the Mexican border state of 





lamaulipas, all four serotypes were first 

reported in circulation in 1995, and the 

proportion ot reported DHF cases 

increased from 2.2% in 2000 to 23.4% 

in 2006. In south Texas, all dengue 

serotypes have circulated periodically 
(3,8), but locally acquired DHF has been reported only 
recently (9). The first report of locally acquired DHF in 
Texas, published in 2004, described a fatal case involving a 
woman originally from Southeast Asia (9). She presum- 
ably had acquired her first dengue infection in Asia and 
her second dengue infection in Val Verde, Texas, near the 
U.S.-Mexico border. However, the DHF case described in 
this report is the first in a Texas resident who was native to 
the U.S.-Mexico border area. Case-finding activities dur 
ing the dengue outbreak identified 15 additional DHF cases 
on the Texas side of the border. 

Entomologic, serologic and virologic conditions are now 
such that locally acquired DHF can occur in south Texas. 
The principal dengue vector, the Aedes aegypti mosquito, is 
well established in south Texas, as is Aedes albopictus, which 
also is capable of transmitting dengue (7,/0; TDSHS, 
unpublished data, 2007). The finding that 38% of sur- 
veyed Brownsville residents have IgG antibodies to dengue 
indicates that a substantial proportion of the city popula- 
tion has been infected with the dengue virus and might be 
more susceptible to DHF if they receive a second infection 
with a heterologous dengue serotype. The presence in 
Brownsville of multiple dengue serotypes since 1980 might 
increase the likelihood for secondary dengue infections from 
a different serotype and increase the risk for DHF. 


The findings in this report are subject to at least two 


limitations. First, more comprehensive laboratory testing 
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on the U.S. side of the border during the 2005 outbreak 
likely accounted for the greater percentage of patients meet- 
ing DHF criteria among hospitalized dengue patients in 
Cameron County compared with Matamoros. As such, the 
results for these two sites are not directly comparable. Sec- 
ond, because anti-dengue IgM antibodies do not always 
remain elevated 2—3 months after infection, especially after a 
second infection, the serosurvey conducted during Decem- 
ber 5—15 likely underestimated the number of recent den- 
gue infections in Brownsville and Matamoros. 

Health authorities along the Texas-Tamaulipas border 
should consider strengthening surveillance for dengue fever, 
given the potential for future outbreaks with increased risk 
for DHF. Maintaining active virologic surveillance for cir- 
culating serotypes also is important to provide early warn- 
ing of possible epidemics. Clinicians in the south Texas area 
and members of the public should be aware of the poten- 
tial for DHF in addition to dengue fever in the region. 
Furthermore, clinicians should be trained to recognize and 
manage DHF. Early recognition and diagnosis of DHF and 
careful fluid management can reduce the case fatality rate 
in cases with shock to less than 1%. Public health officials 
should continue outreach activities to advise communities 
of prevention measures, including effective mosquito sur- 


veillance and reduction programs. 
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Update: Influenza Activity — 
United States and Worldwide, 
2006-07 Season, and Composition 
of the 2007-08 Influenza Vaccine 


During the 2006-07 season, influenza activity peaked 
in mid-February in the United States and was associated 
with less mortality and lower rates of pediatric hospitaliza- 
tions than during the previous three seasons. In the United 
States, influenza A (H1) viruses predominated overall, but 
influenza A (H3) viruses were isolated more frequently than 
influenza A (H1) viruses late in the season. Although 
influenza A (H1), A (H3), and B viruses cocirculated world- 
wide, influenza A (H3) viruses were the most commonly 
reported type in Europe and Asia. Sporadic cases of avian 
influenza A (H5N1) virus infections associated with severe 
illness or death were reported among humans in Cambo- 
dia, China, Egypt, Indonesia, Laos, Nigeria, and Viet Nam. 
This report summarizes influenza activity in the United 
States and worldwide during the 2006-07 influenza sea- 
son (October 1, 2006—May 19, 2007) and describes the 


composition of the 2007-08 influenza vaccine. 


United States 


The national percentage of respiratory specimens testing 


positive for influenza and the proportion of outpatient vis- 
its to sentinel providers for influenza-like illness (ILI)* 
peaked in mid-February. Although influenza A (H1) 
viruses were most commonly isolated overall, influenza A 
(H3) viruses were more frequently identified than influ- 
enza A (H1) viruses from early March through May. A small 
number of influenza B viruses also were identified. 


Viral Surveillance 

During October 1, 2006—May 19, 2007, World Health 
Organization (WHO) and National Respiratory and 
Enteric Virus Surveillance System (NREVSS) collaborat- 
ing laboratories in the United States tested 179,268 respi- 


ratory specimens for influenza viruses; 23,753 (13.2%) were 





* Defined as a temperature of >100.0°F (>37.8°C), oral or equivalent, and cough 


and/or sore throat, in the absence of a known cause other than influenza 
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positive (Figure 1). Of these, 18,817 (79.2%) were influ- 
enza A viruses and 4,936 (20.8%) were influenza B viruses. 
Among the influenza A viruses, 6,280 (33.4%) were 
subtyped; 3,912 (62.3%) were influenza A (H1) viruses 
and 2,368 (37.7%) were influenza A (H3) viruses. The 
proportion of specimens testing positive for influenza first 
exceeded 10% during the week ending December 23, 2006 
(week 51), peaked at 28.0% during the week ending Feb- 
ruary 10, 2007 (week 6), and declined to less than 10% 
during the week ending April 28, 2007 (week 17). The 
proportion was above 10% positive for 14 consecutive 
weeks. The peak percentage of specimens testing positive 
for influenza during the previous three seasons ranged from 
22.6% to 34.7%, and the peak occurred during early 
December to early March (J; CDC, unpublished data, 
2007). During the previous three influenza seasons, the 
number of consecutive weeks during which more than 10% 
of specimens tested positive for influenza ranged from 13 


to 17 weeks (J; CDC, unpublished data, 2007). 


Composition of the Influenza Vaccine for 
the 2007-08 Season 


[he Food and Drug Administration’s Vaccines and 
Related Biological Products Advisory Committee recom- 


mended that the 2007-08 trivalent influenza vaccine for 


FIGURE 1. Number* and percentage of respiratory specimens 
testing positive for influenza reported by World Health 
Organization and National Respiratory and Enteric Virus 
Surveillance System collaborating laboratories, by week and 
year — United States, 2006-07 influenza seasont 











*N = 179,268 
As of August 6, 2007 


the United States contain A/Solomon Islands/3/2006-like 
(H1IN1), A/Wisconsin/67/2005-like (H3N2), and 
B/Malaysia/2506/2004-like viruses. This represents a change 
only in the influenza A (H1N1) component. A/Solomon 
Islands/3/2006 is a recent antigenic variant of the 2006-07 
vaccine strain A/New Caledonia/20/99. The influenza A 
(H3N2) and influenza B components remain the same. 
These recommendations were based on antigenic analyses 
of recently isolated influenza viruses, epidemiologic data, 
postvaccination serologic studies in humans, and the avail- 


ability of candidate vaccine strains and reagents. 


Antigenic Characterization 

Since October 1, 2006, CDC has antigenically charac- 
terized 1,107 influenza viruses collected by U.S. laborato- 
ries: 486 influenza A (H1) viruses, 289 influenza A (H3) 
viruses, and 332 influenza B viruses. Of the 486 influenza 
A (H1) viruses, 439 (90%) were characterized as similar to 
A/New Caledonia/20/99, the influenza A (H1N1) com- 
ponent recommended for the 2006-07 influenza vaccine. 
Forty-five (9%) viruses showed reduced titers with antisera 
produced against A/New Caledonia/20/99 and are similar 
to A/Solomon Islands/3/2006, which is a recent antigenic 
variant of A/New Caledonia/20/99 and is the influenza A 
(HIN1) component recommended for the 2007-08 
influenza vaccine. Two influenza A (H1) viruses showed 
reduced titers with antisera produced against both A/New 
Caledonia/20/99 and A/Solomon Islands/3/2006. Of the 
289 influenza A (H3) viruses, 69 (24%) were character- 
ized as similar to A/Wisconsin/67/2005, the H3N2 com- 
ponent recommended for the 2007-08 vaccine, and 220 
(76%) of the 289 viruses showed reduced titers with anti- 
sera produced against A/Wisconsin/67/2005. Influenza B 
viruses currently circulating can be divided into two anti- 
genically distinct lineages represented by B/Yamagata/16 
88 and B/Victoria/02/87 viruses. A total of 254 (77%) of 
the 332 influenza B viruses that have been characterized 
belong to the B/Victoria lineage: 128 (50%) were similar 
to B/Ohio/01/2005, and 126 (50%) showed reduced 
titers with antisera produced against B/Ohio/01/2005. 
B/Ohio/01/2005 is antigenically equivalent to B/Malaysia/ 
2506/2004, the recommended influenza B component for 


the 2007-08 influenza vaccine. Seventy-eight (23%) of the 


332 influenza B viruses were identified as belonging to the 


B/Yamagata lineage. 
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Influenza-Like Illness (ILI) Surveillance 
The weekly percentage of patient visits to U.S. sentinel 
providers for ILI exceeded or was at baseline levels (2.1%)' 
during the weeks ending December 16, 2006—March 24, 
2007 (weeks 50-12) and peaked twice, once at 3.0% for 
the week ending December 30, 2006 (week 52), and again 
at 3.5% for the week ending February 17, 2007 (week 7) 
(Figure 2). The increase in the percentage of patient visits 
for ILI during the week ending December 30, 2006 (week 
52) might have been influenced by a reduction in routine 
health-care visits during the holiday season, as has occurred 
in previous seasons. During the previous three influenza sea- 
sons, the peak percentage of patient visits for ILI has ranged 
from 3.3% to 7.6% and the peak occurred during late 
December to mid-February (/; CDC, unpublished data, 2007). 


State-Specific Activity Levels 
State and territorial epidemiologists report the geographic 


distribution of influenza in their state through a weekly 


influenza activity code. The geographic distribution of 





lhe national baseline is the mean percentage of visits for ILI during noninfluenza 
weeks for the previous three seasons plus two standard deviations. Noninfluenza 
weeks are those in which less than 10% of laboratory specimens are positive for 
influenza. National percentages of patient visits for ILI are weighted on the basis 
of state population. 


FIGURE 2. Percentage of visits for influenza-like illness (ILI) 
reported by the Sentinel Provider Surveillance Network, by 
week — United States, 2004-05, 2005-06, and 2006-07 
influenza seasons 


4109 





2006--07 
2005-06 
2004-05 
National baseline* 


Percentage 








Week 


*The national baseline was calculated as the mean percentage of visits 
for IL! during noninfluenza weeks for the preceding three seasons plus 
two standard deviations. Noninfluenza weeks are those in which less 
than 10% of laboratory specimens are positive for influenza. National 
percentages of patient visits for ILI are weighted on the basis of state 
population. 


influenza activity peaked during the week ending February 


24, 2007 (week 8), when 25 states reported widespread 
activity and 19 states reported regional activity.> Forty-one 
states reported widespread influenza activity at least once 
during the 2006-07 season. No states reported widespread 
influenza activity during the weeks ending April 21- 
May 19, 2007 (weeks 16-20). The peak number of 
states reporting widespread or regional activity during the 
previous three seasons ranged from 41 to 50 states (J; CDC, 
unpublished data, 2007). 


influenza-Associated Pediatric 
Hospitalization 


Pediatric hospitalizations associated with laboratory- 
confirmed influenza infections are monitored in two popu- 
lation-based surveillance networks: the Emerging Infections 
Program (EIP) and the New Vaccine Surveillance Network 
(NVSN). During October 1, 2006-April 28, 2007, the 
preliminary influenza-associated hospitalization rate 
reported by EIP for children aged 0-17 years was 0.81 per 
10,000. For children aged 0-4 years and 5—17 years, the 
rates were 1.62 per 10,000 and 0.23 per 10,000, respec- 
tively. During November 5, 2006—May 26, 2007, the pre- 
liminary laboratory-confirmed influenza-associated 
hospitalization rate for children aged 0-4 years in NVSN 
was 3.46 per 10,000. EIP hospitalization data collection 
ended on April 28, 2007, whereas NVSN hospitalization 
data collection ended on May 26, 2007. Rate estimates 
are preliminary and might continue to change as data are 
finalized. 

In years 2000-2006, the end-of-season hospitalization 
rate for NVSN ranged from 3.7 (2002-03) to 12 (2003- 
04) per 10,000 children aged 0-4 years. During the 2004— 
05 influenza season, the end-of-season hospitalization rate 
for EIP was 3.3 per 10,000 children aged 0-4 years and 
0.6 per 10,000 children aged 5-17 years; during the 2005- 
06 season, the rates were 2.8 and 0.4, respectively. Differ- 
ences in rate estimates between the NVSN and the EIP 





Levels of activity are 1) no activity; 2) sporadic: isolated laboratory-confirmed 
influenza cases or a laboratory-confirmed outbreak in one institution, with no 
increase in ILI activity; 3) /ocal: increased ILI , or at least two institutional 
outbreaks (ILI or laboratory-confirmed influenza) in one region with recent 
laboratory evidence of influenza in that region; virus activity no greater than 
sporadic in other regions; 4) regional: increased ILI activity or institutional 
outbreaks (ILI or laboratory-confirmed influenza) in at least two but less than 
half of the regions in the state with recent laboratory evidence of influenza in those 
regions; and 5) widespread: increased ILI activity or institutional outbreaks (ILI 
or laboratory-confirmed influenza) in at least half the regions in the state with 
recent laboratory evidence of influenza in the state. 
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systems likely result from different case-finding methods, 
; . 7 - ‘ « 
the diagnostic tests used, and the populations monitored. 


Pneumonia- and Influenza-Related 
Mortality 


During the 2006-07 influenza season, the percentage of 


deaths attributed to pneumonia and influenza (P&I) did 


not exceed the epidemic threshold** in the 122 Cities 


Mortality Reporting System (Figure 3). The percentage of 


P&I deaths peaked three times, once at 7.5% during the 


7 “7 


week ending January 20, 2007 (week 3), once at % 
during the week ending February 24, 2007 (week 8), and 
again at 7.5% during the week ending March 24, 2007 
(week 12). During the previous three influenza seasons, 
the peak percentage of P&I deaths ranged from 7.8% to 
10.4%, and the total number of weeks above the epidemic 
threshold ranged from one to 16 (/; CDC, unpublished 


data, 2007). 





‘ NVSN provides population-based estimates of laboratory-confirmed influenza 
hospitalization rates in children aged <5 years admitted to NVSN hospitals 
with fever or respiratory symptoms. Children are prospectively enrolled, and 
respiratory samples are collected and tested by viral culture and reverse 
transcription—polymerase chain reaction (RT-PCR). EIP conducts surveillance 
for laboratory-confirmed, influenza-related hospitalizations in persons aged 
<18 years. Hospital laboratory and admission databases and infection-control 
logs are reviewed to identify children with a positive influenza test (i.e., viral 

culture, direct fluorescent antibody assays, RT-PCR, or a commercial rapid 

intigen test) from testing conducted as a part of their routine care 


* The expected seasonal baseline proportion of P&I deaths reported by the 122 


Cities Mortality Reporting System is projected using a robust regression 
} 


procedure in which a periodic regression model is applied to the observed 
percentage of deaths from P&I during the preceding 5 years. The epidemic 


threshold is 1.645 standard deviations above the seasonal baseline 


FIGURE 3. Percentage of deaths attributed to pneumonia and 
influenza (P&I) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2003-2007 





Percentage 
x 





205 


Week and year 


"The epidemic threshold is 1.645 standard deviations above the sea- 
, sonal baseline 
The seasonal baseline is projected using a robust regression proce- 
dure that applies a periodic regression model to the observed percent- 
age of deaths from P&I during the preceding 5 years. 


Influenza-Associated Pediatric Mortality 

As of August 6, 2007, among persons aged <18 years, a 
total of 68 deaths associated with influenza infection 
occurring during October 1, 2006—May 19, 2007, were 
reported to CDC. These deaths were reported from 26 states 
(Alabama, Alaska, Arizona, California, Colorado, Connecti- 
cut, Florida, Georgia, Illinois, Indiana, Kansas, Louisiana, 
Minnesota, North Carolina, Nebraska, Nevada, New 
Mexico, New York, Ohio, Oklahoma, South Dakota, Ten- 
nessee, Texas, Virginia, Washington, and Wisconsin). All 
patients had laboratory-confirmed influenza virus infection. 
Age-specific information was available for all 68 persons; 
10 were aged <6 months, 10 were aged 6-23 months, nine 
were aged 2-4 years, and 39 were aged 5-17 years. Of the 
63 patients for whom influenza virus type was known, 47 
had influenza A and 16 had influenza B viruses. Of the 53 
patients aged >6 months for whom vaccination status was 
known, 50 (94%) had not been vaccinated against influ- 
enza. These data are provisional. 


Worldwide 


During the 2006-07 influenza season, influenza A (H1), 
A (H3), and B viruses cocirculated worldwide. In Africa, 
small numbers of influenza A and B viruses were reported. 
In Europe and Asia, influenza A (H3) viruses were identi- 
fied most frequently, but influenza A (H1) viruses circu- 
lated at low levels. Influenza B viruses circulated at lower 
levels overall in Asia and Europe but predominated in some 
countries. 


Human Infections with Avian Influenza A 
(H5N1) Viruses 


From December 1, 2003, through July 25, 2007, a total 
of 319 human cases of avian influenza A (H5N1) infection 
were reported to WHO (2). Of these, 192 (60%) were 
fatal (Table). All cases were reported from Asia (Azerbaijan, 
Cambodia, China, Indonesia, Iraq, Laos, Thailand, Turkey, 
and Viet Nam) and Africa (Djibouti, Egypt, and Nigeria). 
To date, no human case of avian influenza A (H5N1) virus 
infection has been identified in the United States. 
Reported by: WHO Collaborating Center for Surveillance, Epidemiology, 
and Control of Influenza. L Blanton, MPH, L Brammer, MPH, A Budd, 
MPH, T Wallis, MS, D Shay, MD, | Bresee, MD, A Klimov, PhD, N Cox, 
PhD, Influenza Div, National Center for Immunization and Respiratory 
Diseases, CDC 
Editorial Note: During the 2006-07 influenza season, 
influenza activity in the United States peaked in mid- 
February, and the percentage of deaths resulting from pneu- 
monia and influenza remained below baseline levels for the 
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TABLE. Number of laboratory-confirmed human cases and deaths from avian influenza A (H5N1) infection reported to the World 
Health Organization, by country — worldwide, December 1, 2003—July 25, 2007 
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2005 


2006 2007 Total 
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No. of 
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No. of 
cases Deaths 
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cases Deaths 


No. of 


Deaths cases Deaths 
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lraq 
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entire influenza season. In the United States, influenza A 
(H1) viruses predominated during most of the season, but 
influenza A (H3) viruses were more frequently identified 
than influenza A (H1) viruses since early March. World- 
wide, influenza A (H3) viruses predominated in many 
European and Asian countries. 

In the United States, the majority of influenza A (H1) 
viruses were characterized as A/New Caledonia/20/99, the 
recommended influenza A (HIN1) component of the 
2006-07 influenza vaccine. Fifty percent of the influenza 
B viruses characterized as belonging to the B/Victoria lin- 
eage were further characterized as B/Ohio/01/2005, the 
antigenic equivalent of B/Malaysia/2506/2004, the recom- 
mended influenza B component for the 2006-07 influ- 
enza vaccine. In the early months of the season, the majority 
of influenza A (H3) isolates matched the A/Wisconsin/67/ 
2005 strain, the recommended influenza A (H3N2) com- 
ponent for the 2006-07 vaccine. Beginning in late Febru- 
ary 2007, the majority of the influenza A (H3) isolates 
indicated reduced titers with antisera produced against 
A/Wisconsin/67/2005. States are requested to submit a sub- 
set of their summer influenza isolates and any samples that 
cannot be subtyped by standard methods or are unusual to 
CDC for further antigenic characterization. 

In May 2007, a Health Alert Network advisory was 


issued by CDC regarding an increase in the number of 


influenza-associated pediatric deaths and coinfections with 
Staphylococcus aureus during the 2006-07 season (3). Only 
one pediatric death with influenza and S. aureus coinfection 
had been reported during 2004-05, and three had been 
reported during the 2005-06 season (3). Of the 68 
reported deaths among children associated with influenza 
infections during October 1, 2006—May 19, 2007, a total 


of 21 had coinfections with influenza and either methicillin- 
resistant or sensitive S. aureus. State health departments 
have been asked to ensure that all influenza-associated 
pediatric deaths from the 2006-07 influenza season are 
reported to CDC. 

At the June 2007 Annual Meeting of the Council of State 
and Territorial Epidemiologists (CSTE), members voted to 
ratify a position statement adopted by the CSTE Execu- 
tive Committee in January 2007 that adds human infec- 
tions with novel influenza A viruses to the list of nationally 
notifiable diseases and conditions reportable to the National 
Notifiable Disease Surveillance System. Novel influenza A 
viruses are defined as those isolated from a human but 


subtyped as nonhuman, or those that cannot be subtyped 


by standard methods. Human infections with novel influ- 
enza A viruses that can be transmitted from person-to- 
person might signal the beginning of an influenza 
pandemic. Rapid reporting of human infections with novel 
influenza A viruses will facilitate prompt detection and char- 
acterization of influenza A viruses with pandemic potential 
and accelerate implementation of effective public health 
responses. In addition, influenza-associated pediatric deaths 
were maintained as a nationally notifiable disease report- 
able to the National Notifiable Disease Surveillance Sys- 
tem. 

In May 2007, health authorities in the United Kingdom 
identified four persons, two in Wales and two in northwest 
England, who were infected with a low pathogenic avian 
influenza A (H7N2) virus (4). All four persons had been 
exposed to infected poultry at a farm in Wales; limited evi- 
dence of human-to-human transmission has been associ- 
ated with low pathogenic avian influenza viruses such as 
influenza A (H7N2) virus (4). The United Kingdom inci- 








794 MMWR 


August 10, 2007 





dent underscores the importance of submission and iden- 
tification of unusual influenza isolates. 

In collaboration with local and state health departments, 
CDC continues to recommend enhanced surveillance for 
possible avian influenza A (H5N1) infection among travel- 
ers who have severe unexplained respiratory illness and are 
returning from influenza A (H5N1)-affected countries. 
Additional information regarding influenza, including avian 
influenza, is available at http://www.cdc.gov/flu. Updates on 
the worldwide avian influenza situation are available from 
WHO at hetp://www.who.int/csr/disease/avian_influenza/en. 
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Notice to Readers 





Revised Recommendations 
of the Advisory Committee 
on Immunization Practices to Vaccinate 
All Persons Aged 11-18 Years 
with Meningococcal Conjugate Vaccine 
In January 2005, a quadrivalent meningococcal polysac- 
charide-protein conjugate vaccine (MCV4) (Menactra™, 
Sanofi Pasteur, Inc., Swiftwater, Pennsylvania) was licensed 


for use among persons aged 11-55 years. In May 2005, 


the Advisory Committee on Immunization Practices (ACIP) 
recommended routine vaccination with 1 dose of MCV4 
for persons aged 11-12 years, persons entering high school 
(i.e., at approximately age 15 years) if not previously vacci- 
nated with MCV4, and other persons at increased risk for 
meningococcal disease, including college freshmen living 
in dormitories (/). Background information regarding 
meningococcal disease and the vaccine, including a discus- 
sion of duration of protection and use of the vaccine for 
outbreak control, has been published previously (/). 

In June 2007, ACIP revised its recommendation to 
include routine vaccination of all persons aged 11-18 years 
with 1 dose of MCV4 at the earliest opportunity. Persons 
aged 11-12 years should be routinely vaccinated at the 
11-12 years health-care visit as recommended by ACIP 
(2). ACIP continues to recommend routine vaccination for 
persons aged 19-55 years who are at increased risk for men- 
ingococcal disease: college freshmen living in dormitories, 
microbiologists routinely exposed to isolates of Neisseria 
meningitidis, military recruits, travelers to or residents of 
countries in which N. meningitidis meningitis is hyperen- 
demic or epidemic, persons with terminal complement 
component deficiencies, and persons with anatomic or func- 
tional asplenia. 

The ACIP goal is routine vaccination of all adolescents 
with MCV4 beginning at age 11 years. ACIP and partner 
organizations, including the American Academy of Pediat- 
rics, American Academy of Family Physicians, American 
Medical Association, and Society for Adolescent Medicine, 
recommend a health-care visit for children aged 11-12 years 
to receive recommended vaccinations and indicated pre- 
ventive services. This visit is the optimal time for adoles- 
cents to receive MCV4. In addition, because the incidence 
of meningococcal disease increases during adolescence, 
health-care providers should vaccinate previously unvacci- 
nated persons aged 11—18 years with MCV4 at the earliest 
possible health-care visit. College freshmen living in dor- 
mitories are at increased risk for meningococcal disease and 
should be vaccinated with MCV4 before college entry if 


they have not been vaccinated previously. Because of diffi- 


culties in targeting freshmen in dormitories, colleges may 


elect to target their vaccination campaigns to all matricu- 
lating freshmen (/). 

The ACIP meningococcal vaccine workgroup reviewed 
updated data on MCV4 use and supply projections and 
data presented previously on the epidemiology of menin- 
gococcal disease, safety, and the cost-effectiveness of MCV 
vaccination strategies. On the basis of these data, expert 


opinion of the workgroup members, and feedback from 
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partner organizations, the workgroup revised the MCV4 
recommendations, which were approved by ACIP at the 
June 2007 meeting. 

The 2005 ACIP MCV4 recommendation was influenced 
by concern that implementation of MCV4 recommenda- 


tions might be hindered by reduced vaccine supply during 


the first few years of production. In 2005 and 2006, peaks 
in demand were observed during the months when chil- 
dren were returning to school after summer vacation, lead- 
ing to limited vaccine availability (3,4). However, as of June 
2007, ACIP expects supply of MCV4 to be sufficient to 
meet increased vaccine demand resulting from the revised 
recommendations. ACIP anticipates that recommending 
vaccination of all persons aged 11-18 years will improve 
MCYV4 vaccination coverage in this age group and simplify 
provider decisions to vaccinate. 

ACIP encourages health-care providers to vaccinate with 
MCV4 throughout the year to minimize seasonal increases 
in demand during July and August when students prepare 
to return to school from summer vacation. Vaccine provid- 
ers should administer MCV4 and Tdap (tetanus toxoid, 
reduced diphtheria toxoid and acellular pertussis) vaccine 
to persons aged 11-18 years during the same visit if both 
vaccines are indicated and available. If simultaneous vacci- 
nation is not feasible (e.g., a vaccine is not available), MCV4 
and Tdap can be administered using any order of adminis- 
tration (5). When making decisions about timing of vacci- 
nation, providers should consider that eligibility for the 
Vaccines for Children Program ends at age 19 years. 

Guillain-Barré syndrome (GBS) has been associated with 
receipt of MCV4 (6). Persons with a history of GBS might 
be at increased risk for postvaccination GBS; therefore, a 
history of GBS is a relative contraindication to receiving 
MCV4. Persons recommended to receive meningococcal 
vaccination who have a history of GBS (or their parents) 
should discuss the decision to be vaccinated with their 
health-care provider (6). Meningococcal polysaccharide 
vaccine (MPSV4) is an acceptable alternative for short-term 
protection against meningococcal disease (3—5 years). Pro- 
viders who have questions about ordering MCV4 or MPSV4 
may contact Sanofi Pasteur by telephone at 1-800-VAC- 
CINE or online at http://www.vaccineshoppe.com. 
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Notice to Readers 





Satellite Broadcast and Webcast: 
Current Challenges and Successes 
in HIV Prevention with Hispanics/Latinos 


CDC and the Public Health Training Network will 
present the satellite broadcast and live webcast, Current 
Challenges and Successes in HIV Prevention with 
Hispanics/Latinos, on November 15, 2007, at 1:00 p.m. 


and examples of effective HIV-prevention programs in the 
United States. A panel will answer viewer questions, which 
can be sent by fax during the broadcast or by e-mail during 
and after the broadcast. 

Organizations are responsible for setting up their own 
viewing locations and are encouraged to register their 
locations as soon as possible so that potential viewers can 
access information online. Additional information regard- 
ing the broadcast and directions for establishing and regis- 
tering a viewing location are available at http://www.cdc 
npin-broadcast.org. The broadcast will be available for 3 
years after its initial airing at http://www2a.cdc.gov/phtn. 
DVDs can be ordered by telephone, 800-458-5231. 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Percentage of Adults Aged >18 Years Who Reported Ever Being Tested 
for Human Immunodeficiency Virus (HIV),* by Sex and Race/Ethnicity — 
National Health Interview Survey, United States, 2006 





TC] Total8 

[J Hispanic 

fa White, non-Hispanic 
x Black, non-Hispanic 
































Womer 


Sex 


*Based on responses to the following question: “Except for tests you may 
have had as part of blood donations, have you ever been tested for HIV? 
‘Estimates are based on household interviews of a sample of the civilian 

noninstitutionalized U.S. population 
Total includes non-Hispanics of other races or multiple races 
195% confidence interval 


Among both men and women, non-Hispanic blacks (51.6% of men and 53.5% of women) were more likely to 
report ever being tested for HIV than Hispanics (35.7% of men and 46.1% of women) and non-Hispanic 
whites (30.5% of men and 33.5% of women). Overall, women (37.8%) were more likely than men (33.7%) to 
report ever being tested for HIV 


SOURCE: National Health Interview Survey, 2006. Available at http://www.cdc.gov/nchs/nhis.htm 
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TABLE |. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — United States, 


week ending August 4, 2007 (31st Week)* 





Current 
Disease week 


Cum 


2007 


5-year : 
weekly Total cases reported for previous years 





average’ 2006 2005 2004 2003 2002 


States reporting cases during current week (No.) 





Anthrax — 
Botulism 

foodborne 

infant 

other (wound & unspecified) 
Brucellosis 
Chancroid 
Cholera 
Cyclosporiasis 
Diphtheria 
Domestic arboviral diseases*" 

California serogroup 

eastern equine 

Powassan 

St. Louis 

western equine 
Ehrlichiosis 

human granulocytic 

human monocytic 

human (other & unspecified) 
Haemophilus influenzae,** 

invasive disease (age <5 yrs) 

serotype b 

nonserotype b 

unknown serotype 
Hansen disease 
Hantavirus pulmonary syndrome 
Hemolytic uremic syndrome, postdiarrheal 
Hepatitis C viral, acute 
HIV infection, pediatric (age <13 yrs)" 
Influenza-associated pediatric mortality 
Listeriosis 
Measles™ 
Meningococcal disease, invasive*** 

A, C, Y, & W-135 

serogroup B 

other serogroup 

unknown serogroup 
Mumps 
Novel influenza A virus infections 
Plague 
Poliomyelitis, paralytic 
Poliovirus infection, nonparalytic 
Psittacosis 
Q fever 
Rabies, human 
Rubella" 
Rubella, congenital syndrome 
SARS-CoV 
Smalipox 
Streptococcal toxic-shock syndrome 
Syphilis, congenital (age <1 yr) 
Tetanus 
Toxic-shock syndrome (staphylococcal) 
Trichinellosis 
Tularemia 
Typhoid fever 
Vancomycin-intermediate Staphylococcus aureus 
Vancomycin-resistant Staphylococcus aureus’ _ 
Vibriosis (noncholera Vibrio species infections) 6 
Yellow fever — 
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MN (4), CA (1) 


PA (1), IN (1), FL (1) 


NY (3), MN (6) 
NC (2), GA (2), FL (2), AR (1) 
NC (1) 


WA (1) 
NV (1) 


NY (1), PA (1), FL (1) 


AZ (1) 

MI (1), TN (1), UT (2), CA (2) 

MI (1), NC (1), GA (1), OK (3), WA (1) 

NYC (2), VA (1) 

NY (2), NYC (1), OH (1), MN (1), TN (1), OR (1) 
TX (1), WA (1) 


MA (1), NYC (1), WV (1) 
OH (1), SC (1), ID (1), WA (3) 


MI (1), CA (1) 


NC (1) 

Mi (1), CO (1) 

NE (1) 

NY (1), TX (1), CO (1) 


GA (1), FL (3), TN (1), CA (1) 





—: No reported cases N: Not notifiable 


Cum: Cumulative year-to-date counts 


Incidence data for reporting years 2006 and 2007 are provisional, whereas data for 2002, 2003, 2004, and 2005 are finalized 
Calculated by summing the incidence counts for the current week, the 2 weeks preceding the current week, and the 2 weeks following the current week, for a total of 5 


preceding years. Additional information is available at http://www.cdc.gov/epo/dphsi/phs/files/Syearweeklyaverage pdf 
§ Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this ta 


ble, except in 2007 for the domestic arboviral diseases and influenza- 


associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 

includes both neuroinvasive and nonneuroinvasive. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector- 
Borne, and Enteric Diseases (ArboNET Surveillance). Data for West Nile virus are available in Table |! 
Data for H. influenzae (all ages, all serotypes) are available in Table || 

Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention. Implementation of HIV reporting 
influences the number of cases reported. Updates of pediatric HIV data have been temporarily suspended until upgrading of the national HIV AIDS surveillance data 
management system is completed. Data for HIV/AIDS, when available, are displayed in Table IV, which appears quarterly 

Updated weekly from reports to the Influenza Division, National Center for immunization and Respiratory Diseases. A total of 68 cases were reported for the 2006-07 flu season 


No measles cases were reported for the current week 


* Data for meningococcal disease (all serogroups) are available in Table |! 


No rubella cases were reported for the current week 


Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases 
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TABLE II. Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Chiamydia' Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Cum Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2007 2006 Med Max 2007 2006 week Med Max 2007 


United States 10,680 20,604 25,327 593,150 596,503 y 126 


New England 609 691 1,357 20,241 18,810 
Connecticut 214 206 3 5,939 5,57° 
Maine 50 1,422 1,299 
Massachusetts 310 6 9,404 8,153 
New Hampshire : 38 1,145 1,099 
Rhode Island 57 63 1,863 1,961 
Vermont 19 E 468 719 
Mid. Atlantic 398 2,690 Z 83,557 72,904 
New Jersey 412 g 347 11,514 
New York (Upstate 41 505 2,78 5,087 13,958 
New York City 869 7 26,931 24,095 
Pennsylvania 822 797 30,192 23,337 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 


* incidence data for reporting years 2006 and 2007 are provisional. Data for HIV/AIDS, AIDS, and TB, when available, are displayed in Table IV, which appears quarterly 
Chlamydia refers to genital infections caused by Chlamydia trachomatis 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes‘ 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area week Med Max 2006 week Med Max 2007 
United States é y 1,513 3,591 6,916 8,941 ¢ 205,967 25 45 184 1,392 
New England ¢ : 57 2 106 111 259 3,27 3,258 1 19 


Connecticut : 2s x6 43 204 1,311 0 6 
Maine : V2 5 6 2 8 5 73 ) 2 











Massachusetts . C 26 25¢ 36 50 96 2 1,418 
New Hampshire ( 1 y Z 3 127 
Rhode Island 0 17 K § ‘ g 1 246 288 
Vermont 3 2 2 33 41 


Mid. Atlantic € 27 1,855 7 1,537 21,77 19,217 
New Jersey 7 7 280 5 ( 3 7 3,080 
New York (Upstate) 30 y 08 ) ‘ : 1,035 5¢ 3,597 
New York City 6 32 458 543 % 76 5,7 5,945 
Pennsylvania 3 ; : 3 6,595 
E.N. Central 3 44 ) { 460 195 ) 3 5 40.757 
Illinois 1 72 10 11,859 
Indiana y 0 : ) 5,07 5,190 
Michigar 4 3 10 296 880 37 7,820 
Ohio ¢ ) 

Wisconsin 
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lowa 
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California 

Hawa 
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American Samoa 
C.N.M 
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C.N.M.1.: Commonwealth of Northern Mariana Isiands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Mex Max: Maximum 
* incidence data for reporting years 2006 and 2007 are provisional 

. Data for H. influenzae (age <5 yrs for serotype b, nonserotype b, and unknown serotype) are available ir 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 








Hepatitis (viral, acute), by type* 
A B Legionellosis 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max Med Max 2007 


United States 201 1,490 2,059 405 , 39 109 985 


New England 58 117 53 
Connecticut 9 23 14 
Maine® 7 2 
Massachusetts 57 14 
New Hampshire 18 
Rhode Island 6 
Vermont® 6 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
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C.N.M.1.: Commonwealth of Northern Mariana Islands. 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

, Data for acute hepatitis C, viral are available in Table | 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Meningococcal disease, invasive' 
Lyme disease Malaria All serogroups 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med 2007 2006 week Med Max week Med Max 2007 
United States ¢ 227 3 7,994 24 105 5 5 19 
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Washington 
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Guam 0 

Puerto Rico 0 i 0 | } 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 

* Incidence data for reporting years 2006 and 2007 are provisional 

. Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
" Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
__S2weeks . Cum Cum Current 52 weeks Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max Med Max 2007 


United States 1,479 4,869 7,963 171 


New England 77 711 922 
Connecticut 10 58 
Maine’ 15 39 
Massachusetts 583 
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Rhode Island’ 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. —:No reported cases. NN: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Salmonellosis Shiga toxin-producing E. coli(STEC)* Shigellosis 
Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 
Reporting area week Max 2007 week Med Max 2007 2006 


United States 578 2,338 20,955 69 


New England 1 37 236 1,206 1 2 
Connecticut 0 221 221 

Maine 14 62 

Massachusetts 730 

New Hampshire 3 5 90 

Rhode Island 2 2c 55 

Vermont 
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New York (Upstate) 
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Previous 
52 weeks Cum 
week Med Max 2007 
336 1,922 1,830 180 329 1,287 8,201 
29 126 - 22 130 
24 24 —- 19 19 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median 
, Incidence data for reporting years 2006 and 2007 are provisional 

, Includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157: and Shiga toxin-positive, not serogrouped 

* Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 


Max: Maximum 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistant' 
Streptococcal disease, invasive, group A Age <5 years 
Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Med Max 2007 2006 week 2006 


United States 33 261 3,351 14 970 825 


New England 27 284 235 71 
Connecticut 23 91 61 23 
Maine’ 3 20 14 
Massachusetts 12 131 

New Hampshire 4 27 25 
Rhode Isiand*® — 4 
Vermont® 15 ga 


Mid. Atiantic 687 
New Jersey 80 116 
New York (Upstate) 222 
New York City 123 
Pennsylvania 


E.N. Central 
lilinois 
Indiana 
Michigan 
Ohio 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 


U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 


‘ Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717) 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant’ 


All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
52 weeks Current 52 weeks Cum Cum Current 52 weeks 
Reporting area Med Max week Med Max 
United States 


New England 
Connecticut 
Maine 
Massachusetts 
New Hampshire 
Rhode Island 
Vermont 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
Indiana 
Michigan 
Ohio 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 

Maryland 

North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 
Coloradc 
idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2006 and 2007 are provisional 

. Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

’ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending August 4, 2007, and August 5, 2006 
(31st Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive® 
Previous Previous Previous 
52 weeks Cum Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2007 2006 week Med Max 2007 week Med Max 2007 
United States 796 2,813 24,497 31,089 417 


New England 124 469 3,118 
Connecticut 76 1 1,091 
Maine* 7 — 169 
Massachusetts — 1,129 
New Hampshire 17 203 238 
Rhode Island" _ — — 
Vermont" 265 491 


Mid. Atlantic 

New Jersey 

New York (Upstate) 
New York City 
Pennsylvania 


E.N. Central 
Illinois 
indiana 
Michigan 
Ohio 
Wisconsin 
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New Mexico’ 
Utah 
Wyoming" 
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C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable. —:Noreportedcases. NN: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
; Incidence data for reporting years 2006 and 2007 are provisional 
' Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
g for California sepa. eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

Not notifiable in ail states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
4 associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm. 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Ill. Deaths in 122 U.S. cities, week ending August 4, 2007 (31st Week) 
All causes, by age (years) 





All causes, by age (years) 





P&i' All P&i' 
Reporting Area >65 | pm 25-44 1-24 <1 Total Reporting Area Ages | >65 | 45-64 | 25-44 | 1-24 | <1 | Total 
New England 8 319 106 2 é 3 33 
Boston, MA 1 77 26 : 
Bridgeport, CT 

Cambridge, MA 

Fall River, MA 

Hartford, CT 

Lowell, MA 

Lynn, MA 

















S. Atlantic 1,176 722 5 95 41 58 
4 Atlanta, GA 115 61 34 6 
x Baltimore, MD 169 98 45 8 2 § 14 
Charlotte, NC 99 57 2 ; 4 
Jacksonville, FL 133 74 3f 5 7 
Miami, FL 80 

Norfolk, VA 36 

Richmond, VA 

New Bedford, MA Savannah. GA 

New Haven, CT J St. Petersburg, FL 
Providence, Ri 4é ) 13 Tampa, FL 
Somerville, MA Washington, D.C 
Springfield, MA Wilmington, DE 
Waterbury CT é ad E.S. Central 
Worcester, MA 46 : d 

Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexinaton, KY 
Memphis ™ 


Mid. Atlantic 
Albany, NY 
Allentown. PA 


Buffalo, NY 


Camden, NJ Mobile, AL 
Elizabeth, NJ d Montgomery, AL 
Erie, PA é 3 : 5 Nashville, TN 
Jersey Ci 26 5 9 
ete - m : ‘ : W.S. Central 
non Y< t é 33 21 2 Austin. TX 
Newark J . a , : Baton Rouge, LA 
- ; > = Corpus Christi, TX 
ead , ) . Dallas, TX 
Pittsburgt 2 3 El Paso. TX 
Reading 2 3 Fort Wortt Ty 
Rochester, N’ 3 3 1 pcoagesone ‘ 

. s : Houston, TX 
> ‘ i ‘ / < 


Paterso 


; Mountain 
E.N. Central 2,02 26( 8: } 5 Alt 
Akron, OH 4° 27 ] Duc 


anton, OH 


OH 


W.N. Central 
Des Moine A 
Juluth, MN 


Kal 
Kansa 








ata in this table are voluntarily reported from 122 ’ aS 2S, most A h have ¢ ule 100,000. A death is reported by the place of its 
currence and by the week that the death certificate was filed 


Pneumonia and influenza 

Because of changes in reporting methods in this Pennsylvania city, these numbers are partial cot r the current ek. Complete counts will be available in 4 to 6 weeks 
" Because o urricane Katrina, weekly reporting of deaths has been temporarily disrupted 

“Total includes unknown ages 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals August 4, 2007, with historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Giardiasis 765 
Hepatitis A, acute 120 


Hepatitis B, acute 144 
Hepatitis C, acute 
Legionellosis 
Measies’ 
Meningococcal disease 


Mumps 


Pertussis 





r T T T 
0.03125 0.0625 0.125 0.25 0.5 


Ratio (Log scale)’ 


ESS): Beyond historical limits 


* No measles cases were reported for the current 4-week period yielding a ratio for week 31 of zero (0) 
' Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods 


for the past 5 years). The point where the hatched area begins is based on the mean and two standard deviations of 
these 4-week totals 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 
Patsy A. Hall 
Deborah A. Adams Rosaline Dhara 
Willie J. Anderson Carol Worsham 
Lenee Blanton Pearl C. Sharp 
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